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ABSTRACT

This thesis aims to provide an original contribution to knowledge regarding the
relationship between trauma and substance misuse in high-risk mentally disordered
offenders (MDOs), and to determine if gender differences exist, in order to inform
interventions. This was accomplished through ascertaining the prevalence of past
trauma and past severity of substance misuse, and its relationship to current trauma-
related distress in male and female MDOs, and subsequently undertaking a more

detailed exploration with women to ascertain their views on the relationship.

Chapter 1 introduces the context of the study, exploring relevant research regarding
substance misuse treatment and the connection between mental disorder, substance
misuse, and trauma, and the significance of gender plus the implications for effective

interventions.

Chapter 2 presents a systematic review investigating gender differences in substance-
using convicted offenders to discern specific factors to facilitate gender-informed
treatment. Due to the studies’ heterogeneity, a narrative synthesis was undertaken.
Gender differences were found in seven areas including demographics, physical health,
mental disorder, past trauma, substance use, offending, and treatment. In general,
females were found to be younger, with greater social disadvantage concerning
education, employment, income, and physical and mental health. Females also
reported more historic trauma exposures, alongside higher rates of substance misuse.
Men typically had more arrests, convictions, and longer imprisonments whilst women

had received more treatment and therapy-related gains.



Chapter 3 provides a psychometric test critique of the Trauma Symptom Inventory-2
(TSI-2). The TSI-2 was utilised in the quantitative research to assess levels of current

trauma-related distress, as described in Chapter 4.

Chapters 4 and 5 present a mixed methods research project conducted with MDOs
detained in one high security hospital. Chapter 4 focusses on the quantitative study,
aimed at determining the prevalence of past trauma and substance misuse, and their
relationship to current trauma-related psychological sequelae and establishing if there
are variations by gender. The 58 participants had experienced a minimum of two past
traumas and an average of seven, ascertained via the Life Events Checklist for DSM-5
(LEC-5). Almost all (86.21%) had misused substances historically, determined through
the Drug Abuse Screening Test (DAST-20), the Alcohol Use Disorder Identification Test
(AUDIT), and a substance use severity score calculated from the DAST-20 and AUDIT
results to reflect the level of past substance misuse. Current trauma-related
symptomatology was gauged with the TSI-2. It was found participants had an average
of three clinically elevated areas of trauma-related symptomatology; there were no
gender differences. The findings indicated LEC-5 scores were unrelated to TSI-2
scores. Higher substance use severity scores were associated with higher levels of
current Self-Disturbance, Posttraumatic Stress, Anxious Arousal, and Anxiety. No
gender differences were discovered regarding past trauma levels, substance misuse
history, or current trauma-related distress. Greater past substance use severity was
associated with higher levels of current trauma-related psychological sequelae for men

but not women.

Chapter 5 presents the qualitative study, which explored with a female subset (n=23)
their perceptions about the relationship between their past substance misuse and
trauma exposure. Thematic analysis of interviews identified three superordinate

themes: substance misuse as a coping strategy, substance misuse linked to increased
i



trauma/risk exposure, and coercion to misuse substances as instrumental to the

trauma.

Chapter 6 provides an overall discussion of the work, implications for clinical practice,

and future research recommendations.
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CHAPTER 1
INTRODUCTION

Historically the primary focus in the substance misuse literature has been on men, with
treatment developed as a single-focussed intervention established on the needs of
dependent males (Covington, 2008; Holloway & Bennett, 2007). Women’s under-
representation in treatment groups and research studies has led to the recognition that
the effects of substance misuse, and treatment needs are less understood for women
than for men (Bride, 2001). This, along with a corresponding relative rise in the
number of women in the criminal justice system due to drug-related crime, has resulted
in an increasing emphasis placed on the development of gender-specific treatment
programmes for women (Bride, 2001; Pelissier & Jones, 2005; Sacks, 2004; Saxena,

Grella, & Messina, 2016).

Substance misuse treatment for women will be ineffective unless it focusses on
women’s experiences (Covington, 2008). The growing importance placed on the
development of gender-specific treatment programmes directed at women'’s unique
needs regarding substance misuse intervention has unearthed several gender
differences (Zilberman, Tavares, Blume, & el-Guebaly, 2002). These comprise the
physiological effects of substances, medical consequences, psychiatric comorbidity,
craving patterns, and family and developmental issues involving the high prevalence of
violence and other kinds of abuse (Covington, 2008; Long, Fulton, Fitzgerald, & Hollin,

2010; Pelissier & Jones, 2005; Zilberman et al., 2002).

For women, there is an established evidence base suggesting that substance misuse is
correlated with a history of trauma exposure, particularly during childhood (Byrne &
Howells, 2002; Hien, Litt, Cohen, Miele, & Campbell, 2009; Khoury, Tang, Bradley,
Cubells, & Ressler, 2010; Logan, Walker, Cole, & Leukefeld, 2002; Tucci, Kerr-Corréa, &

1



Souza-Formigoni, 2010). Trauma exposure prevalence rates for women vis-a-vis men
are higher, especially physical and/or sexual abuse, which is linked to substance
misuse; as a consequence this potentiates mental disorder, which increases women’s
criminality risk (Gunter, Chibnall, Antoniak, McCormick, & Black, 2012; Long, Fulton, &
Hollin, 2008; Saxena et al., 2016). Correspondingly, it has emerged in recent decades
that attending to trauma is considered an essential component of substance misuse

treatment for women (Covington, 2008; Zilberman et al., 2002).

Moreover, research data reliably show that the co-occurrence of trauma and mental
disorder is “the rule rather than the exception” (Hien et al., 2009, p.38) with mental
disorder linked as the direct or indirect consequence of traumatisation (Aakre, Brown,
Benson, Drapalski, & Gearon, 2014; Courtois, 2004; McGovern et al., 2009). While
men and women are both negatively affected by childhood trauma exposure or ACEs
(adverse childhood experiences), the association between trauma and the risk of
developing psychiatric disorders (Simpson & Miller, 2002; Sinha & Rounsaville, 2002;
Thompson, Kingree, & Desai, 2004) and substance use problems (MacMillan et al.,
2001; Tucci et al., 2010) appears stronger in women. These links can act as precursors
to criminogenic risks, furthering women’s involvement in criminal activities (Hollin &

Palmer, 2006; Saxena et al., 2016).

In view of the links between trauma and poor mental health, and between trauma and
substance use, it is not surprising that a higher prevalence of psychiatric comorbidity is
common in persons using substances; depression, anxiety, and antisocial personality
disorder (ASPD) are the most frequently occurring mental disorders reported in general
and prison populations (Goldstein, 2009; Light, Grant, & Hopkins, 2013; Pelissier &
Jones, 2005; Sacks, 2004). Again, gender seemingly has an influence: generally,
women with substance misuse issues have more psychological disorders overall than

their male counterparts. Specifically, prevalence rates for depression and anxiety are



higher in women with substance-related problems than men irrespective of whether the
conditions are assessed separately or combined, or with offenders; however, men are
more likely than women to meet the criteria for a diagnosis of ASPD (Benishek,
Bieschke, Stoéffelmayr, Mavis, & Humphreys, 1992; Brady & Hartwell, 2009; Drapalski,
Youman, Stuewig, & Tangney, 2009; Hien, 2009; Light et al., 2013; Pettinati & Plebani,

2009; Rodriguez-Llera et al., 2006; Sacks, 2004).

It would appear, given the aforementioned findings, relationships exist between
substance misuse, mental disorder, and trauma exposure, with this association stronger
in women than men. A trauma history may thus heighten the risk of persons with
substance misuse issues, particularly women, to psychiatric comorbidity, which
accordingly further increases the risk for women'’s participation in crime (Saxena et al.,

2016; Zlotnick et al., 2008b).

Although gender-responsive and trauma-informed substance misuse interventions
responding to the distinct treatment needs of women are recommended and have
demonstrated greater efficacy (Covington, 2008; Greenfield et al., 2007; Saxena et al.,
2016; Zilberman et al., 2002), there is a lack of treatment interventions to address this
complex pattern (Logan et al., 2002; Long et al., 2008; Long et al., 2010). Since
comorbid substance use and mental disorder are common in women, and the
prevalence of trauma exposure is high for women with mental disorder and substance
use issues, it is essential to understand how trauma exposure affects women (Aakre et

al., 2014).



Terminology

It is worthwhile at the outset to clarify key concepts utilised throughout this thesis;
namely, trauma, substance misuse, and mental disorder. First, the notion of trauma is
complex; hence an all-inclusive definition proves challenging. Until recently, trauma
was generally understood as a psychological reaction to a single, circumscribed
distressing event, routinely synonymised with posttraumatic stress disorder (PTSD)
(Briere & Spinazzola, 2009). Within the thesis’ sphere, a trauma response is
conceptualised as a balance of demands and resource. It is a subjective experience,
and so not everyone who experiences a distressing event will become traumatised;
hence it is essential to consider the interface of several elements that may affect how

the trauma is experienced.

Trauma results from an event, series of events, or set of circumstances in childhood
and/or adulthood, which is experienced by an individual as physically or emotionally
harmful or life-threatening, and surpasses the person’s ability to cope; it has lasting
adverse effects on the individual’s functioning and mental, physical, social, emotional,
or spiritual well-being (Substance Abuse and Mental Health Services Administration,
2014). To illustrate, trauma can result from interpersonal violence, road traffic
accidents (RTAs), and exposure to adverse incidents. The potential scope of trauma is

depicted in Figure 1 (NHS Education for Scotland, 2017).



Figure 1
The scope of trauma
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Secondly, substance misuse refers to the harmful or hazardous use of central nervous

system (CNS) psychoactive substances, which includes alcohol and illegal drugs that

may or may not lead to dependency. Substance misuse, abuse, or problematic use are

designates employed interchangeably in the thesis.

Finally, regarding mental disorder, the definition couched within the Mental Health Act

(MHA) (1983 as amended 2007) is “any disorder or disability of mind” (Section 1(2));

hence, a mentally disordered offender is defined as a person suffering from a mental

disorder and who has committed an offence and/or poses a risk to others. This

operational definition is applied throughout the thesis to the specific group investigated

i.e. patients within a high security hospital setting.



Mentally Disordered Offenders (MDOs)

Epidemiological links between substance misuse, mental disorder, trauma, and
offending are well-established (Ardino, 2012; Gray et al., 2003; Kruppa, Hickey, &
Hubbard, 1995; Pickard & Fazel, 2013) with high prevalence rates of substance misuse
present in high-risk mentally disordered populations (Cappai et al., 2017; D’Silva &
Ferriter, 2003; Morris & Moore, 2009). MDOs with substance misuse issues commit
more seriously violent offences, have higher rates of offending, and following discharge,
continued use is correlated with a greater level of violent recidivism (Thomas & Withers,

2010).

Nonetheless, it is recognised that treatment provision for comorbid substance misuse
and mental disorder in forensic populations in the United Kingdom (UK) is inadequate
with the impact of interventions not completely understood (Long et al., 2010; Morris &
Moore, 2009). This is within the overall context of limited research relating to
treatment programmes for this population, and a greater paucity of research
concerning single-gender substance misuse treatment outcomes for women detained in
secure settings (Long et al., 2008; Long et al., 2010; Morris & Moore, 2009).

Regarding women in high security, there have not been any studies which have
comprehensively investigated the individual needs of these women in relation to their

placement support.

Extant studies of forensic patients involve primarily male samples (e.g. Cappai et al.,
2017), with substance misuse treatment programmes developed with, and for, a male
gender population. Adaption of treatments for a female population is deemed to
provide a ‘gender-sensitive’ or ‘gender-responsive’ intervention. However,
modifications routinely adopt a ‘one size fits all’ approach ignoring the specificity of

women'’s needs regarding past trauma and mental disorder (Salter & Breckenridge,



2014). With the dearth of research on substance misuse treatment for female MDOs,
the substance misuse treatment curricula that should be emphasised for this cohort is

unclear.

Pathways Regarding Trauma and Substance Use

As elucidated above, the importance of trauma exposure recurs in the literature.
However, concerning comorbid substance misuse for women and its relationship to
mental disorder, relatively little is known about fundamental relationships that may
explain the comorbidity (Chilcoat & Breslau, 1998a). Several pathways between
trauma and substance use have been hypothesised to demonstrate how they may be
functionally interrelated (Jacobsen, Southwick, & Kosten, 2001; Stewart, Pihl, Conrod,
& Dongier, 1998). These pathways are apparently multi-directional and complex, and

gender plays an important role in these (Brady, 2001; Zlotnick et al., 2008b).

The hypothesis with the greatest support is Khantzian’s (1997) self-medication model,
which suggests an explanation for the initiation and maintenance of addiction (Chilcoat
& Breslau, 1998b; Dworkin, Wanklyn, Stasiewicz, & Coffey, 2018; Hien, Cohen, &
Campbell, 2005; Stewart et al., 1998). The general postulation is that trauma
exposure is a risk factor for subsequent substance misuse; hence persons with trauma
histories use substances to manage or avoid distressing symptoms, and to relieve
painful emotions or physical sensations to re-establish homeostasis (Brady & Back,
2012; Gong, Kamboj, & Curran, 2019; Hien et al., 2005). Trauma-related symptoms
rather than the traumatic event itself seem to have a functional relationship with

substance misuse (Wiechelt, Miller, Smyth, & Maguin, 2011).

Chilcoat and Breslau (1998a, 1998b) investigated the temporal sequencing of PTSD and

drug abuse/dependence in a large random sample (N=1,007) of 21- to 30-year-olds



from a South-Eastern Michigan Health Maintenance Organisation (HMO) using both
prospective and survival analysis; hence they were able to develop findings from
previous studies reliant on cross-sectional data. Their results provided credibility for
the self-medication hypothesis to the detriment of other causal pathways. However,
the generalisability of their findings may be limited given their sample was drawn from
one area of one American state only, dominated by the metropolitan city of Detroit, and
may have skewed analyses of socioeconomic status i.e. of higher standing given that a
HMO provides services for a fee. Indeed, Chilcoat and Breslau (1998b) note their

sample was under-represented with regards to extremes of socioeconomic distribution.

Few studies have investigated the role of the effects of specific substances in this self-
medication process, seemingly deeming substance use a single entity (Chilcoat &
Breslau, 1998a; Stewart et al., 1998; Wiechelt et al., 2011). The self-medication
model suggests a degree of psychopharmacological specificity in that the individual’s
drug of choice is the result of an interaction between the psychopharmacologic action of
the drug being expected to psychophysiologically alleviate the dominant painful feelings
with which they struggle (Gong et al., 2019; Khantzian, 1985). Evidence tentatively
suggests that different trauma-related symptoms are likely associated with different
types of substances (Dworkin et al., 2018; Saladin, Brady, Dansky, & Kilpatrick, 1995;
Stewart et al., 1998). For example, research has reported that individuals dependent
on alcohol differ in their trauma symptomatology contrasted to individuals dependent
on cocaine (Saladin et al., 1995). Yet closer scrutiny of Saladin et al.’s (1995) results
reveals primarily non-significant findings with the only significant outcome related to
alcohol dependence being more closely associated with hyperarousal symptoms. This is
within the context of Saladin et al.’s (1995) study being plagued by a small sample size

(N=36 [n=19 for alcohol, and n=17 for cocaine]).



More recent research by Wiechelt et al. (2011) demonstrated that although alcohol and
cocaine misusers experienced more PTSD symptoms overall compared to other drugs,
they did not differ from each other whilst initial analyses by Dworkin et al. (2018)
suggested drug use disorder was linked to hyperarousal. However, this finding was
directed by the relatively large proportion of the sample with cocaine use disorder,
which evidenced a greater degree of hyperarousal symptomatology; hence although
different substances are differentially associated with PTSD symptom clusters,
collapsing them in studies exploring their relationship with PTSD symptoms could

generate misleading findings or conceal differential relationships (Dworkin et al., 2018).

Persons with arousal-related symptoms (e.qg. irritability, recklessness, or sleep
disturbance) may be more likely to misuse CNS depressant drugs like opiates or alcohol
because of their powerful muting action on the emotions of rage and aggression due to
their arousal-dampening properties while persons experiencing less severe levels of
arousal-related trauma symptomatology are likely to misuse drugs such as cocaine that
have arousal-enhancing effects to relieve distress associated with depression, for
example (Khantzian, 1985; Stewart et al., 1998). These results may as well suggest
that alcohol vis-a-vis cocaine misuse exacerbates trauma-related symptoms (e.g. sleep
disturbance) in the longer term, or that alcohol withdrawal could mimic arousal-related

trauma symptoms (Saladin et al., 1995).

If comorbid persons are self-medicating trauma symptoms through substance use,
substances should thus be a potentially effective means of managing trauma
symptoms; nevertheless, alcohol, heroin, cannabis, and benzodiazepines have been
reported to ameliorate trauma-related symptomology whilst others substances, such as
cocaine, have reportedly worsened or prolonged symptomatology (Stewart et al.,
1998); this is possibly because they prevent habituation to the traumatic event or

memories of it. These findings accord with other research unearthing a link between



trauma exposure and risk of substance misuse for specific drugs, which was greatest
for prescribed CNS drugs inclusive of depressants such as benzodiazepines and opiates

(Chilcoat & Breslau, 1998a).

The role of neurotransmitters may be a significant factor in the relationship between
trauma and risk of using certain substances (Brady & Back, 2012). To illustrate,
alcohol use, like traumatic events, increases endorphin activity; hence the ‘endorphin
compensation hypothesis’ postulates people drink alcohol subsequent to traumatic
events to offset the lack of endorphin activity that can be induced from the resultant
endorphin withdrawal (Volpicelli, Balaraman, Hahn, Wallace, & Bux, 1999). Endorphin
withdrawal plays a part in substance use to control trauma-related symptomatology:
substance misuse withdrawal states and trauma symptoms are so similar it is possible
that persons who have experienced trauma misinterpret substance-related withdrawal
states as trauma-related symptomatology, and thus continue to use substances to
negate these symptoms. The endorphin compensation hypothesis hence accords with
the self-medication hypothesis suggesting different substances may be differentially

associated with various trauma symptoms (Stewart et al., 1998).

Women may be at particular risk for this given the strong association between trauma
exposure and substance misuse as self-medication in women (Becker, Perry, &
Westenbroek, 2012; Volpicelli et al., 1999). Indeed, the ‘telescoping’ phenomenon (i.e.
the propensity for faster progression of substance misuse) is higher in women misusing
alcohol, opioids, and cannabis than men, and occurs more quickly in women with
depression (Hernandez-Avila, Rounsaville, & Kranzler, 2004; Piazza, Vrbka, & Yeager,

1989).
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Figure 2
Theoretical model for the relationship between trauma, substance use, and
trauma-related symptomatology

Vulnerability factors:

environmental &
genetic

Exposure to Trauma Substance
trauma symptoms misuse

Substance misuse
outcomes e.g.

aggression, lack of
inhibition, crime,
poor mental health

Figure 2 above depicts the theoretical model stemmming from the background literature,
highlighting how the different paths are currently evidenced; overall it is an adapted
self-medication model. The two green-coloured lines, representing self-medication
theory, illustrates how exposure to trauma is a risk determinant for substance misuse
(to cope with or avoid stressful trauma-related symptoms), and explains its initiation
and continuance. The model further emphasises how the symptoms arising from the
trauma, and not the incident per se, appears to affect drug use. Given the dearth of
research investigating the role of gender within these relationships, gender is not

incorporated into the model.

Given the various pathways between trauma exposure and substance use, and among
substance use and its effect on trauma-related symptoms and mental disorder, and the

significance of gender, the relationship between substance misuse and trauma-related
11



symptom severity and the role of gender is an area that merits exploration. It is
important to better understand how trauma exposure effects the lives of women with
respect to substance misuse as treatment options that are appreciative of and sensitive
to the individual needs of women offer the best outcome for this cohort of individuals
(Aakre et al., 2014; Kelly, Daley, & Douaihy, 2012; McCauley, Killeen, Gros, Brady, &

Back, 2012; Salter & Breckenridge, 2014).

Aims of the Thesis

The systematic review’s main objective is to investigate if there are gender differences
in adult offenders who have used illicit drugs and/or alcohol to apprise gender-specific
treatment interventions. The TSI-2 critique seeks to provide a summary of the tool, its
characteristics (e.g. reliability and validity), control group norms, and a description of

its shortcomings.

The research investigates the psychological sequelae of trauma in high-risk MDOs and
their relationship with substance misuse; it further explores whether gender differences
exist in those relationships. As past research has been inattentive to differences in
sequelae of abuse, important relationships between trauma, substance use, and
psychiatric outcomes have been obscured (Schneider, Cronkite, & Timko, 2008). Since
more extensive trauma histories are found in persons with comorbid substance misuse
and mental disorder, and a history of trauma exposure increases the risks for poorer
treatment outcomes due to major mental disorder (Aakre et al., 2014; Rosen,
Ouimette, Sheikh, Gregg, & Moos, 2002), the study therefore has important
implications for informing treatment interventions for this population with interrelated

mental health issues.
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In brief, the research involved a two-part mixed methods study. The first part was a
quantitative design, including both male and female participants to assess the
prevalence of past historical trauma exposure, level of problematic past substance use,
and the influence of both factors on current trauma-related symptomatology. Subgroup
analyses with males and females separately explored whether there were distinct
patterns of association for females in current trauma-related psychological stress whilst
identifying specific substances used. Any gender differences arising highlighted areas
where differential treatment emphasis may be appropriate, and consequently the
second part of the study encompassed a qualitative component. This comprised
interviewing a subset of female participants to examine how they perceived the
relationship between their experiences of trauma, mental disorder, offending, and past
substance use, along with canvassing their views regarding substance misuse treatment

effectiveness, and limitations.
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CHAPTER 2
GENDER DIFFERENCES IN ILLICIT DRUG AND ALCOHOL-RELATED
OFFENDING: A SYSTEMATIC REVIEW

Introduction
It has been established that the use of illicit drugs and/or alcohol are strong
correlates/predictors of criminal offending, and are significantly associated with lower
odds of desistance from life-course persistent offending (Bennett, Holloway, &
Farrington, 2008; Schroeder, Giordano, & Cernkovich, 2007). As highlighted in Chapter
1, past offending and substance use-related research have primarily focussed on males
(Holloway & Bennett, 2007; Loxley & Adams, 2009). Regarding drug use, women,
when considered, have traditionally been depicted as victims or as weak, self-
destructive individuals who have higher levels of psychopathology and psychosocial
disadvantage than their male counterparts (Neale, 2004). Likewise, only a limited
range of women’s issues has been considered such as the effects of dependence on
childcare and involvement in prostitution (Neale, 2004). In recent years several studies
have emerged highlighting gender differences in the characteristics of drug misuse and

associated problems including offending (Holloway & Bennett, 2007).

The purpose of this systematic review is to investigate if there are differences between
substance-using male and female offenders, and to identify the relevant specific
factors. Understanding the nature of offending, which includes, broadly, offences
against the person (violent and/or sexual), and offences against property, for men and
women who use substances is essential for informing gender-specific treatment

provision.
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Objectives
This review examines the empirical evidence relating to gender differences in convicted
offenders within the context of their illicit drug and alcohol use. It is a quantitative
review given that the probability of the generalisability of the results is maximised in

these types of studies, which is important given the review’s remit.

Drug use is defined as the consumption of any psychoactive substance, which could be
recreational, entheogenic, or dependent use, and may be licit or illicit. Illicit drug
consumption will be the primary focus, which for the purposes of this review will be
defined as the most prevalently used CNS illegal drugs based on their well-established
psychoactive properties. This comprises cannabis, cocaine, and ecstasy (Home Office,

2018).

The legislation of substances in the UK is based on a three-tiered classification system
whereby the law ranks their relative harm (Acevedo, 2007). This approach will not
exclusively be relied upon as a marker for antisocial and/or criminal activity for the
purposes of this review, or the need for treatment provision because it does not
correlate with actual considerations of harm (Nutt, King, & Phillips, 2010). Thus,
alcohol, although a licit substance, will be included in the review because of its status

as the most harmful CNS drug (Nutt et al., 2010).

Although the inappropriate use of licit drugs (e.g. using sleeping pills to get high) and
the consumption of substances to produce a drug-like state (e.g. glue, petrol) are
considered illicit drug use, they will not be included in this review due to relatively

restricted usage and thus are not commensurate with the aims of the review. Likewise,
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legal drugs utilised as medication for illnesses, and prescribed and over-the-counter

medications used by persons as intended will not be incorporated.

While offending may be broadly defined as any unlawful criminal act, such as the
consumption of illegal drugs, the drugs-offending nexus is more expansive. Drug-
specific crime includes the possession, manufacture, distribution, or trafficking of illegal
drugs. Given that the identification of gender differences in illicit drug and alcohol-
related offending to inform treatment interventions is the main remit for this review,
the principal focus will be on crimes whereby personal consumption is implicated, and in
so doing exclude drug-specific offences associated with commercial activities such as
manufacture, possession, and supply; given that drug production and trafficking are

linked with drug cartels and organised crime, these too will be excluded.

Drug use may or may not include the commission of violence. Non-violent offending
includes acquisitive crimes such as shoplifting. Regarding crimes of violence,
encompassing Goldstein’s 1985 tripartite conceptual framework, drugs can be related to
violent crimes in terms of their psychopharmacological properties (i.e. ingesting
substances may lead to violent behaviour), economic compulsive tendencies (i.e.
engaging in crime [e.g. robbery]) to support drug use, or system-related whereby
violence is intrinsic to drugs (i.e. aggressive patterns of interactions in cartels, gangs
and organised crime) (Goldstein, 1985). Since the review’s emphasis is on gender
differences in personal consumption, systemic violence will be excluded from this

review.

» This review specifically addresses the following: Are there gender differences in

the characteristics of adult offenders who are identified as using illicit drugs
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and/or alcohol, and how would these differences inform gender-specific
treatment interventions? This includes demographic differences (e.g. age,
education, employment, marital status), substance differences (e.g. type of drug,
quantity used, dependence, motivation for using), variances in problems
consequent to substance use (e.g. health, relationships, childcare), and offence

differences (e.g. types of crime).

As underscored in Chapter 1, there is a paucity of research in the domain of gender
differences in substance misuse with offenders; hence a wide-ranging research question
was utilised in order to ensure that a sufficient number of pertinent papers were

captured.

Method
Criteria for Inclusion and Exclusion of Studies in the Review
The quantitative studies included in the review are focussed on criminal acts related to
drug use, as defined above and summarised below applying PICO (population, issue,

comparators, outcome) criteria. Findings were accepted if p<.05.

Population: The population of relevance includes male and female adult offenders
whereby the ingestion of personal-use quantities of alcohol and/or illicit drugs is
involved. Although there is no single law that defines the age of an adult, the United
Nations Convention on the Rights of the Child deems an adult as any person 18-years-

old or older; this definition will be applied for the purposes of this review.
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Issue: The phenomena of interest were distinguishing between features of drug-using
female and male offenders including demographics, quantity, dependence, and
motivation for using, problems arising from use such as the impact on health and

relationships, and differences in types of crime committed.

Comparators: The differences between male and female drug-using sentenced

offenders.

Outcomes: Offending and recidivism, offence type, prevalence and rate of offending,
drug(s) used, motives for using, socio-demographic factors, psychosocial characteristics
(e.g. mental disorder and other mental health problems), drug and/or alcohol
dependence, and physiological phenomena (e.g. tolerance) as an antecedent and/or

consequence of drug use.

Publication: Only papers published between 2000 and 2019 are included in the review;
Holloway and Bennett (2007) indicated little related research was completed before this

period.

Country of origin: Evidence may be from any country; however, only English-language

studies are included.

Search Strategy for Identification of Relevant Studies

The search strategy located studies published in peer reviewed journals via a three-

stage approach. First, preliminary scoping searches in major databases to identify key
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words and controlled vocabulary were undertaken to inform the search strategy’s
design (the titles’ and abstracts’ text words along with the articles’ index words were
analysed). Second, key terms and index words were investigated through all databases
involved in the review, as detailed below. Third, to ensure a robust approach,
additional studies were gleaned from backward citation searching (i.e. scrutinisation of
the reference lists for all included articles) along with other search methodologies noted

in the subsequent section.

Bibliographic Databases:

There is usually considerable overlap amid databases. Nonetheless, the following

bibliographic databases were explored in September 2019:

1. ASSIA (Applied Social Sciences Index and Abstracts)

2. CINAHL (Cumulative Index to Nursing and Allied Health)
3. Embase

4. MEDLINE

5. PsycINFO

Gateways:

1. Campbell Collaboration
2. Cochrane Library
3. University of York Centre for Reviews and Dissemination (comprising Health

Technology Assessment Database)

Funded Research/Specialist Databases:

The following non-bibliographic databases were investigated:
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1. CAMH (Centre for Addiction and Mental Health)

2. DrugScope

3. National Treatment Agency (NTA) for Substance Misuse

4. United Nations Office on Drugs and Crime

5. National Institute on Drug Abuse

6. European Information System on Alcohol and Health (EISAH)
7. Alcohol and Alcohol Problems Science Database (ETOH)

8. Drug Data Warehouse

The search strategies employed included combinations of concepts related to the
specified illicit drugs and alcohol, offending, and gender, generating a bespoke
inventory that was respondent to the review’s remit. The search strategy included both
text words in the titles and abstracts, and indexed keywords of the databases. The
syntax was tailored commensurate to the individual database. The PsycINFO search

strategy is listed in Appendix 1.

At this stage, the search strategy did not comprise terms in relation to the studies’
outcomes until after the first trial search was completed. The risk of operationalising a
too stringent search strategy a priori may have resulted in false negatives. That is, the
exclusion of important studies, and so search terms regarding outcomes were only
included if the results of the combined search related to substances, offending, and
gender differences indicated it as necessary. Moreover, search filters for study designs
were used; just randomised controlled trials (RCTs), experimental designs, and quasi-
experimental designs were included. This was deemed prudent given the review’s

treatment focus to ensure conclusions drawn were based on rigorous designs.
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Primary Studies:

Using backward citation searching, the reference sections of relevant research gleaned
to date (e.g. Griffin & Rodriguez, 2011; Holloway & Bennett, 2007; Neale, 2004) were
hand-searched to peruse for additional studies subject to the research meeting the

aforementioned inclusion criteria.

Grey Literature/Hidden Web Material:

Non-commercially published work was also sought to provide a further source of studies
to increase the review’s effectiveness. This included non-journal literature such as non-

published/non-commercial reports, conference papers, and dissertation abstracts.

The Internet was interrogated, which included Google and Google Scholar searching.
Websites germane to the review were identified. It was recognised the Internet does
not constitute a systematic search methodology, but it provided a helpful complement
to the bibliographic databases, particularly for retrieving non-commercial and
unpublished material, and research in progress. The Internet also afforded the review

with other sources such as reports, technical notes, and blogs.

There are no existing systematic reviews in the area to date, hence this was not a

realistic retrievable.

Finally, four leading researchers and expert practitioners in the area were contacted in
order to compensate for shortfalls of other search strategies, and to ask about studies
in progress.

21



Assessment of the Risk of Bias

In evaluating the evidence, the methodological quality of the individual studies was
assessed. The Cochrane Collaboration advocates the use of risk of bias assessment
tools for non-randomisation studies yet make no specific recommendations regarding a
single instrument (Viswanathan et al., 2012). Therefore, this review utilised a
standardised critical appraisal instrument created for specific study designs by the
Joanna Briggs Institute (JBI) (JBI, 2014), which has been used in comparable studies

(e.g. McMurran, Riemsma, Manning, Misso, & Kleijnen, 2011).

The Meta Analysis of Statistics Assessment and Review Instrument (JBI-MAStARI) for
randomised control/pseudo-randomised trial designs was tailored for the review, and
operationalised to gauge quantitative papers (see Appendix 2). The JBI-MAStARI
comprises different judgements appertaining to randomisation, allocation, comparisons,
outcome measurements, and statistical analyses (JBI, 2014). Each selected study was
awarded a ‘yes’, ‘no’, ‘unclear’, or ‘not applicable’ score for the specific JBI-MAStARI
checklist criteria items using specified guidelines for ascribing ratings. The risk of bias
was judged discretely for all papers to create a single overall evaluation per study, with
each categorised as low quality (significant flaws that may invalidate results), moderate
quality (some bias but not sufficient to invalidate the results), or high quality (results
considered valid), as it is recognised that presenting a composite risk of bias
assessment score (i.e. a global numeric rating) is unsuitable since this can ascribe
precision that is unfounded (Viswanathan et al., 2012). The processes, decisions, and
justifications for the study-specific risk of bias ultimate judgements were recorded to

aid transparency and reproducibility.
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All papers retrieved were included. The quality assessment was conducted by the
researcher with any uncertainty resolved through a consensus-based decision-making
process, which included discussion and verification by a second reviewer - a chartered
psychologist and associate professor of psychology with expertise in systematic reviews
(NH); this comprised more than the recommended 10%. The researcher assessed and
reported on the methodological validity of the research; the results were drawn upon

for descriptive reasons in the synthesis of evidence.

Data Extraction

The JBI-MAStARI standardised data extraction tool was tailored for use for the
quantitative studies included in the review. The extracted data include information
about the studies’ participants, methodologies used, and significant results pertaining to
the review question and objectives. Additionally, conclusions developed by the studies’
authors were also extracted. A data extraction pilot test was completed a priori in

order to minimise the risk error when extracting data from the relevant studies.

Data Analysis

Although synthesising the data via statistical means (e.g. meta-analysis) is desirable
because it provides a summary estimate of effect sizes in order to deduce summary
conclusions about a body of research (JBI, 2014), this was not feasible. As the studies’
methodologies were not homogeneous, statistical aggregation was inappropriate as
generalisations yielded would have been invalid. The data are therefore presented via
descriptive synthesis, including tabulation and narrative summary. This comprises a
summation of the raw data extracted as well as contextual information such as

participant descriptions and study characteristics. Tables and figures are used to assist
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presentation of the results, enabling differentiations in study designs and sources of

biases to be readily assessed.

Results
Sample
Overall, the database searches yielded 630 titles; also, 67 titles were retrieved via
supplemental searches, hand-searching, and contacts with academics and clinicians.
Subsequent to deduplication, 472 papers remained, which were screened utilising the
inclusion and exclusion criteria. From this, 19 papers were judged relevant for inclusion

within the final review.

Figure 3 details the PRISMA (Preferred Reporting Items for Systematic Reviews and

Meta-Analyses; Moher, Liberati, Tetzlaff, & Altman, 2009) flow diagram, which

summarises the flow of papers throughout the search and screening procedure.
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Figure 3
PRISMA flow diagram
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Summary of Included Studies

The review comprises 19 publications. These were collated pertaining to their central
focus, which included impaired drivers (Group A), imprisoned offenders (Group B),
offenders at liberty in the community under probation/parole (Group C), and prisoners

released to the community (Group D).

Contained within Group A are four papers (Brown et al., 2012; Lapham, Skipper, Hunt,
& Chang, 2000; Lapham et al., 2001; LaPlante, Nelson, Odegaard, LaBrie, & Shaffer,

2008), Group B includes 11 reports (Butler, Levy, Dolan, & Kaldor, 2003; Gordon et al.,
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2013; Kinner, Moore, Spittal, & Indig, 2013; Langan & Pelissier, 2001; Light et al.,
2013; Messina, Burdon, & Prendergast, 2003; Messina, Grella, Burdon, & Prendergast,
2007; Pelissier, Camp, Gaes, Saylor, & Rhodes, 2003; Pelissier, 2004; Staton-Tindall
et al., 2007; Zlotnick et al., 2008a), Group C has two papers (Cobbina, Huebner, &
Berg, 2012; Johnson, Friedmann, Green, Harrington, & Taxman, 2011), while Group D
comprises two studies (Gordon et al., 2014; Travers & Mann, 2018). Table 1 below

details the studies.

Publications emanated primarily from the United States (US) (n=14), but also Australia
(n=2), UK (n=2), and Canada (n=1). The overall number of participants involved in
the review comprised 136,855. This ranged from 184 to 110,133. Participants
included 112,890 (82.49%) males and 23,965 (17.51%) females, a ratio of

approximately 4.75:1.

The main gender-related differences investigated in Group A concerned prevalence of
comorbid psychiatric disorders, risk factors affecting recidivism, and treatment efficacy
for recidivists. Group B examined gender differences regarding demographics,
prevalence of past and present use, drug consumption patterns including injecting drug
use (IDU) and heroin use in-prison, relationship between in-prison opiate substitution
treatment (OST) and IDU, prevalence of ACEs and their impact on adult trauma-related
distress, criminal activity, reconviction, criminal thinking, treatment entry, treatment
efficacy, and post-release drug use. Foci for Group C included recidivism causes, and
intervention outcomes, whilst Group D concentrated on reconviction, and OST's

efficacy.

Concerning the studies’ methodologies, one RCT, and three randomised clinical trials
were included. Most studies were quasi-experimental designs comprising six cohort

studies, and nine surveys employing self-report surveys/psychometric tests as
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measurement methods. Data analysis typically involved conducting correlation and

regression analyses.

Table 1

Summary characteristics of included studies

Study reference, location
of study, and design

Target population/control

Gender differences

Group A

Brown et al. (2012)
Canada, re-analysis of data
from previous RCT (Brown
et al., 2010)

Lapham et al. (2000)
US, cohort

Lapham et al. (2001)
US, cohort

LaPlante et al. (2008)
US, cohort longitudinal
study

Investigated intervention responsivity
in DWI (driving while impaired)
recidivists exposed to 2 brief
interventions.

Adult drivers convicted of >2 DWI
offences in past 15-years, alcohol
problems in past 6-months, and not
currently in treatment.

N=184 (=165, @=19).

Received either brief motivational
interviewing (BMI; n=92) or control
information-advice intervention (CTL;
n=92). Gender analysis per category
not reported. Followed-up at 6- (T1)
and 12-months (T2).

Investigated gender differences in
factors affecting recidivism in
convicted DWI offenders referred to
the Lovelace Comprehensive Screening
Program (LCSP) between 15t April
1989-13" February 1992, and
interviewed 5-years later to determine
recidivism.

Sample’s subset: aged >31-years.
N=511 (¢#=248, ©=263).

Examined the prevalence of alcohol
use and comorbid psychiatric
diagnoses in convicted DWI offenders
referred to LCSP and differences vis-a-
vis the general population; located and
interviewed between 25% January
1994-30% June 1994,

Aged 23-54-years.
N=1,105 (=493, §=612).

Examined psychiatric and substance
use histories of repeat DUI (driving
under the influence) offenders electing
to attend the court-approved
Middlesex DUI of Liquor (MDUIL)
programme, a licensed residential

A significant interaction effect of gender x
follow-up episode on change in percentage
of risky drinking days was found, F(1,
180)=4.68, p<.05, partial n?=.03, with
post-hoc analysis indicating & improved
more at T2.

Age group at screening was not associated
with recidivism for @ but strongly
associated for @ (22% vs. 24%, p<.001)
>31.

@ more likely
divorced/separated/widowed (37.3% vs.
23.5%, p<.01), low earners
(<$16,800/year)(36.1% vs. 25.2%,
p<.01), and less likely had =3 prior DWIs
(1995-1997)(6.5% vs. 15.8%, p<.01).
@ more likely reported alcohol use
disorders
(AUD)(abuse/dependence)(91.3% vs.
85.4%, p<.01).

Demographics (p<.05):

@ more likely White (92.5% vs. 86.1) and
lower incomed (<$20,000/year)(58.8%
vs. 25.5%), less likely married (11.8% vs.
20.1%) and educated (<high-
school)(55.9% vs. 75.9%). @ more likely
had physical abuse history (22.1% vs.
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facility providing treatment and
education, instead of prison.

N=729 (=593, @=136).

M(SD) age: @=39.4 (11.9), ®=41.0
(10.1).

12.1%), and fewer DUI arrests
(M=(SD)=2.3 (.6) vs. 2.6 (1.0)).

Psychiatric diagnoses (lifetime; p<.01):
@ more likely reported alcohol
dependence (55.1% vs. 37.4%), bipolar I
or II (13.2% vs. 5.9%), generalised
anxiety disorder (GAD)(19.1% vs. 5.9%),
and PTSD (30.1% vs. 9.4%). & more
likely reported alcohol abuse (60.7% vs.
40.4%), and drug abuse (27.8% vs.
17.6%).

Psychiatric diagnoses (past-year; p<.01):
@ more likely reported alcohol
dependence (42.6% vs. 28.5%), bipolar I
or II (13.2% vs. 3.5%), GAD (16.9% vs.
4.2%), and PTSD (24.3% vs. 8.6%). &'
more likely reported alcohol abuse (44.2%
vS. 34.6%).

Regressions controlling for demographic
differences (above):

For each lifetime disorder where @ and &
differed, gender contributed significantly
(p<.05) to prediction when entered into
the equation after the 6 demographics.
For all past-year disorders where & and
@ differed except alcohol abuse (i.e.
alcohol dependence, bipolar, GAD, and
PTSD), gender contributed significantly
(p<.05) to prediction after the 6
demographic controls.

Extent of psychiatric comorbidity with
addiction-related disorders in MDUIL
Lifetime: More @ reported an addictive
disorders history only (i.e. alcohol,
tobacco, drug, gambling addiction, but no
other psychiatric disorders)(p<.01). More
@ reported a history of substance- and
gambling-related disorders and >3
disorders (p<.001).

Past-year: & more likely had no past-
year disorder or alcohol-related disorder
only (p<.01). @ more likely had
substance-related or gambling with 1
disorder (p<.001), 2 disorders (p<.05), or
>3 disorders (p<.01).

Regressions controlling for demographics:
For both lifetime and past-year
comorbidities, € had more extensive
comorbidity than & (p<.05).

Group B

Butler et al. (2003)
Australia, cohort (survey)

Studied the prevalence of past and
present tobacco, alcohol, and illicit
drug use in convicted offenders in 27
prisons (=24, =3) in New South
Wales (NSW).

N=789 (=657, @=132).

Alcohol use: € more likely had ‘safe’
AUDIT levels (39% vs. 26%, p=.02).

Illicit drug use: § more likely reported
ever (48.5% vs. 29.2%, p<.000) or
regularly used (39.4% vs. 21.5, p<.000)
heroin, ever (28.8% vs. 16.1%, p<.000)
or regularly used (17.4% vs. 6.2%,
p<.000) cocaine, ever (34.8% vs. 10.4%,
p<.000) or regularly used (34.8% vs.
9.7%, p<.000) prescribed methadone, or
ever (16.7% vs. 6.2%, p<.000) or
regularly used (11.4% vs. 2.7%, p<.000)
non-prescribed methadone in the 12-
months pre-imprisonment.

@ more likely reported ever used
morphine (10.6% vs. 5.3%, p<.03).
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Gordon et al. (2013)
US, randomised clinical trial

Kinner et al. (2013)
Australia, cross-sectional
survey

Investigated if gender inter alia
associated with more severe drug use
patterns in pre-release prisoners with
pre-incarceration heroin dependence
enrolled in a randomised clinical trial of
prison-initiated buprenorphine.
Examined three outcomes: lifetime
IDU, lifetime number of drugs used,
and heroin use in-prison.

N=260 (F=177, @=83).

M(SD) age: ¢#=41.6 (8.5), @=38.5
(8.2).

Examined the association between in-
prison OST and IDU in Queensland
(N=1,322 [é/=1,042, §=280]), and
NSW (N=1,106 [¢#=911, @=195]).

@ more likely reported non-prescribed
methadone usage (12.1% vs. 6.4%,
p<.03) in-gaol.

IDU: @ more likely had past IDU in-prison
or community (64% vs. 40%, p=.000). In
the univariate analysis, @ sex associated
with increased risk of in-prison IDU
(OR=1.7, p<.01); in the multi-variate
model, @ sex associated with increased
risk for in-prison injecting (OR=1.7,
p<.04).

Intoxication and crime: More § reported
drug intoxication during the commission of
the most serious offence for the current
imprisonment (32% vs. 20%, p=.0002).

Drug treatment needs: More @ sought
past drug treatment (49% vs. 28%,
p=.000).

Demographics: & more likely African
American (76.3% vs. 54.2%, p<.001),
older (M(SD)=41.6 (8.5) vs. 38.5 (8.2),
p=.006), more education (M(SD)=11.3
(1.7) vs. 10.7 (1.6), p=.007), greater
legitimate employment past 30-days
(M(SD)=8.5 (12.6) vs. 4.0 (8.2), p<.001)
and past 3-years (53.1% vs. 38.6%,
p=.020).

@ used heroin more days past 30-days
pre-incarceration (M(SD)=25.7 (9.1) vs.
22.0 (11.8), p=.007), more during most
recent incarceration (42.0% vs. 16.9%,
p<.001).

@ reported more lifetime IDU (67.5% vs.
49.2%, p=.004).

@ more likely younger when crimes
initiated, (M(SD)=12.4 (94.8) vs. 16.2
(7.2), p<.001).

@ had more lifetime drug treatment
episodes (M(SD)=5.4 (5.1) vs. 2.5 (3.7),
p<.001), and lifetime opioid treatment
(65.1% vs. 24.9%, p<.001). @ reported
more lifetime medical problems (48.2%
vs. 35.0%, p=.035), more lifetime
treatment for psychological problems
(67.5% vs. 36.7%, p<.001).

@ suffered more lifetime physical abuse
(43.3% vs. 9.6%, p<.001) and lifetime
sexual abuse (30.1% vs. 4.0%, p<.001).
@ reported more sexual partners during
past 30-days before the most recent
incarceration (M(SD)=12.3 (47.3) vs. 2.9
(5.2), p=.009).

Logistic regression analyses:

Heroin use in-prison: Gender a significant
predictor; & (42%) =2x likely used heroin
during index incarceration than @ (17%)
(OR=.34, p=.004).

Queensland: Lifetime IDU history more
common in @ (61.1% vs. 54.3%, p=.04).
Among those with lifetime IDU history,
more @ reported lifetime in-prison IDU
(45.6% vs. 16.4%, p<.001), including
heroin (27.6% vs. 8.2%, p<.001), other
opioids (29.9% vs. 7.6%, p<.001), and
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Langan & Pelissier (2001)
US, face-to-face interview
(survey)

Examined prisoners’ gender differences
enrolled in the Federal Bureau of
Prison’s Drug and Alcohol Treatment
Program across 20 minimum, low, and
medium federal prisons.

N=1,644 (&#=1,326, §=318).

M age: @=37.22, ©=35.45.

methamphetamine (19.4% vs. 7.0%,
p<.001).

More @ reported lifetime opioids (other
than heroin) IDU history (51.8% vs.
42.7%, p<.05); @ more likely reported
lifetime OST (32.2% vs. 23.9%, p<.05).

NSW: Lifetime IDU more likely in €
(53.9% vs. 43.8%, p=.011). Among
those with a lifetime IDU history, lifetime
in-prison IDU more common in & (44.1%
vs. 33.3%, p<.05); & more likely in-
prison to inject heroin (35.6% vs. 24.8%,
p<.05), other opioids (22.6% vs. 13.3%,
p<.05), and methamphetamine (24.3%
vs. 11.4%, p<.01). @ more likely
reported lifetime cocaine IDU history
(62.9% vs. 45.1%, p<.001), and a
lifetime OST history (77.1% vs. 55.1%,
p<.001).

Logistic regression analyses showed a
significant interaction between sex and
jurisdiction (p=.002); the planned
comparison indicated the observed sex
difference in the prevalence of in-prison
IDU was greater in Queensland than NSW
(difference=18.4%, p=.003).

Descriptive statistics/bivariate tests: @
more likely used drugs daily (83% vs.
68%; X?=27.94, p=.01), engaged in daily
polydrug use (57% vs. 42%; X?>=23.30,
p=.01), and daily heroin use (21% vs.
15%; X?°=7.92, p=.01). & more likely
reported hedonistic reasons for using
(49% vs. 34%; X?=22.27, p=.01); @
more likely used drugs to alleviate
physical/emotional pain (27% vs. 13%;
X?=39.71, p=.01). @ less likely
completed 12% grade/obtained General
Educational Development (GED)(65% vs.
76%; X*=17.74, p=.01). @ more likely
raised in homes where drug use present
(38% vs. 18%; X?=61.77, p=.01), and
experienced physical/sexual abuse in
those homes (55% vs. 19%; X?>=164.52,
p=.01). @ more likely pre-arrest had a
close friend (68% vs. 57%; X?=13.19,
p=.01) or spouse (60% vs. 23%;
X?=163.55, p=.01) with a drug problem.
@ had higher lifetime depression rates
(DSM-III-R)(33% vs. 15%; X?=52.54,
p=.01). @ more likely unfavourably self-
rated physical health (24% vs. 16%;
X?=11.16, p=.01), and reported plans to
live with their children post-release (60%
vs. 40%; X2=44.26, p=.01).

Of the 5 controls included in each model
above, @ were older (M=37.22-years vs.
35.45; T=3.32, p<.01), more likely to be
White (66% vs. 49%; X?=29.67, p=.01),
with past incarcerations (66% vs. 44%;
X?=54.76, p=.01).

Regression analyses: §@ more likely used
drugs daily (.01), engaged in daily
polydrug use (.01), daily heroin use (.01),
and daily cocaine use (.02). @ cited
hedonism main reason for use (.01); @
used to alleviate pain (.01). @ less likely
completed 12t Grade/GED (.01). & more
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Light et al. (2013)
UK, cohort longitudinal
study

Messina et al. (2003)
US, cross-sectional survey

Investigated substance misuse and
mental health of newly-sentenced
prisoners in England and Wales in
2005/2006 using the Surveying
Prisoner Crime Reduction longitudinal
survey, which describes the prisoner
population and tracks progress across
sentences and on release.

N=1,435 (&#=1,303, §=132).

M(SD) age: @=29.98 (9.07),
®=31.17 (8.51).

Compared intake data of prisoners
entering Substance Abuse Programs in
15 Californian prison-based therapeutic
communities (institutional therapeutic
communities) with 6-24-months left to
serve.

N=8,104" (é#=3,595, 2=4,509)
*Authors note Ns vary slightly due to
missing data.

M(SD) admission age: ¢=34.5 (8.9),
®=36.0 (7.6).

likely had drug use in family of origin
(.01), experienced childhood
physical/sexual abuse (.01), pre-arrest
had close friend (.01) or spouse (.01) with
drug issues, depression diagnosis (.01),
rated physical health unfavourably (.01),
and planned to live with children post-
release (.01).

@ more likely drank alcohol in year pre-
custody (80% vs. 64%, p<.01), and 4-
weeks pre-custody (n=1,120; ¢=1,035,
©=85)(87% vs. 75%, p<.01).

Of n=1,432; ¢=1,300, =132 (3
respondents did not answer), @ more
likely ever used crack (58% vs. 42%,
p<.01), heroin (55% vs. 39%, p<.01). @
more likely used Class A drugs only in 4-
weeks pre-custody (21% vs. 11%,
p<.01); & more likely reported Class B
and/or Class C only (20% vs. 9%, p<.01).
Of those ever-used crack (n=622;
@#=545, @=77), @ more likely reported
using in year pre-custody (94% vs. 76%,
p<.01).

@ binge drinkers (n=32) had higher
reconviction rate compared to @ who did
not binge drink (n=27)(75% vs. 37%,
p<.01). This relationship not observed in
.

Of prisoners who used heroin in the 4-
weeks pre-custody and reported
spend/day (n=288; &=236, @=52), @
spent more/day (M(SD)=£61.92 (56.33)
vs. £45.81 (47.70)).

Of prisoners who used heroin in-prison
(n=316; &#=276; @=40), & more likely
used heroin for the first time in-prison
(38% vs. 10%, p<.01).

Of n=1,433 (¢#=1,301, §=132), @ more
likely reported needing help with a drug
problem on prison-entry (49% vs. 29%,
p<.01).

@ prisoners more likely associated drug
use with their offending (p<.01):
regarding offence committed in the 12-
months pre-custody, @ more likely used
illegal drugs when offence(s) committed
(68% vs. 55%), committed the offence(s)
to get money for drugs (66% vs. 38%),
reported offending was connected with
drug use always (50% vs. 28%), and
committed the offence(s) to support
someone else’s drug use (48% vs. 22%).

Demographics (p<.001): & more likely
employed pre-incarceration (53% vs.
33%) and reported their job as their
primary financial support source (44% vs.
23%). @ received nearly 2x legal income
in the year before current incarceration
($14,000 vs. $8,000). & more likely to
have children* (74% vs. 54%). @ 8x more
likely reported adulthood* sexual/physical
abuse (25% vs. 3%). [*data collected
from partial sample due to survey
revisions; @#=801, @=1,933].

Drug use (p<.001): @ 2x likely used daily
cocaine/crack (36% vs. 16%) and opiates
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Messina et al. (2007)
US, cross-sectional survey

Analysed baseline data from the
California Department of Corrections
and Rehabilitations Treatment
Initiative to examine the prevalence of
ACEs amongst drug-dependent & and
@ prisoners, and the relationship
between ACEs and adulthood trauma-
related distress.

N=741 (@=425, @=316).

M age=34.

(44% vs. 22%) 60-days pre-incarceration.

Criminal activity (p<.001): @* reported
more severe criminal histories before
current incarceration. & younger at first
arrest (17.1-years vs. 21.3), with more
lifetime arrests (17.4 vs. 14.7), and longer
lifetime incarceration (5.5-years vs. 3.2).

Logistic regression models (p<.001): @
3x less likely used cannabis daily, but
more likely used daily opiates (20x),
cocaine/crack (20x), =2 drugs (4x). @
more likely had DSM-1V drug
abuse/dependence (16x), experienced
depression (10x), tension/anxiety (10x),
hallucinations (6x), trouble concentrating
(8x), trouble controlling violent behaviour
(4x), serious thoughts of suicide (11x),
attempted suicide (21x), childhood
physical/sexual abuse (13x), adult
physical/sexual abuse (104x). @ less
likely completed high-school (3x),
employed pre-prison (6x), support child
upon release (6x, only for participants
with children).

Prevalence of ACEs: @ more likely
reported emotional abuse/neglect (39.8%
vs. 20%; X?=34.8, p<.001), physical
abuse (29% vs. 20.2%; X?=7.58,
p<.006), and sexual abuse (39.2% vs.
8.5%; X?=100.80, p<.001). @& more
likely reported incarcerated family
member (41.6% vs. 30.3%; X?=9.88,
p=.002) and parental substance abuse
(53.6% vs. 44%; X?=6.76, p<.009). @
more likely reported =5 ACEs before age
16 (22.8 % vs. 13.3%; X*=18.37,
p<.003). @ more likely reported
continued sexual abuse >16-years (28%
vs. .7%; X*=124.82, p<.001).

Relationships between categories of ACEs:
z transformations showed among 13
correlations the correlations between ACEs
were stronger for §; e.g. childhood sexual
abuse was more strongly correlated with
emotional abuse (z=-2.21, p<.05),
physical neglect (z=-3.61, p<.01),
physical abuse (z=-4.95, p<.01), family
violence (z=-2.10, p<.05), family
member incarcerated (z=-3.26, p<.01),
and out-of-home placement (z=3.53,
p<.01). Other z values not reported.

Bivariate comparisons (X% and T-tests) of
background characteristics (é#=427,
@=315): @ and @ differed on numerous
background characteristics; findings not
shown. ©’s mean number of
arrests/incarcerations increased with
greater ACEs exposure but similar
increases insignificant for @F.

Pairwise comparisons (=215,
@=157)(p<.001): Mean raw scores on
each TSC-40 (Trauma Symptom Checklist-
40) subscale (dissociation, anxiety,
depression, sex abuse trauma index, sleep
disturbance, sexual problems) higher for
@ overall traumatic distress mean raw
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Pelissier et al. (2003)
US, cross-sectional survey

Pelissier (2004)

US, cross-sectional survey

Examined gender differences in
demographics, treatment efficacy, and
predictors of post-release 3-year
outcomes among drug-using federal
prisoners.

N=2,315 (¢#=1,842, @=473)
(treatment subjects=1,193,
comparison subjects=1,122).

M age at release: @ =37-years, @=35.

Examined gender differences in the
predictors of substance use treatment
entry, and of the combination of
treatment entry and completion.
Utilising Pelissier et al.’s (2003)
sample, prisoners were within 3-years
of release with moderate-severe
substance problems.

N=2,219.

@=1,734 (1,189 treatment, 545
comparison participants), =485
women (300 treatment, 185
comparison participants).

scores higher for @ as ACEs exposure
increased. Data not provided.

Linear regressions (N=370)(full data not
cited): @ gender significantly and
positively related to all seven models (six
TSC-40 subscales, and overall traumatic
distress). Greater ACEs exposure
(combined with pre-existing substance
misuse and offending histories) increases
the likelihood of adult mental health issues
regardless of gender although @ had
higher scores on all outcomes.

Demographics (p<.01): @ less likely
employed pre-incarceration (40% vs.
55%), less educated (11.57-years vs.
12.16), more likely used =1 ‘hard’ drugs
(e.g., illicit drugs other than cannabis)
daily in the year before most recent arrest
(48% vs. 28%), and more likely had
spouse with a drug problem (55% vs.
23%). @ more likely had lifetime
depression diagnosis (33% vs 16%),
mental health treatment history (40% vs.
20%), and less likely had prior
incarcerations (40% vs. 69%).

Recidivism (arrest for new
offence/revocation within 3-years post-
release among supervised
subjects)(é#=1,842, @=473): Wald-tests
showed significant difference between
@/ for one predictor associated with
decreased recidivism—@?# less likely
recidivated if lived with spouse post-
release (-.34 vs. -.06, p<.05, one-tailed
test).

Drug use post-release (¢#=1,692,
©=430): Wald-tests showed @ with
mental health treatment history less likely
engaged in post-release drug use (.34 vs.
-.02, p<.05, one-tailed test).

Treatment entry: @ with a moderate-
severity offense less likely entered
treatment, @ with a moderate-severity
offense more likely entered treatment (-
.375 [SE=.142, p<.05] vs. .203
[SE=.081, p<.01]). Wald-test results for
the difference between coefficients were
significant (x?=12.5; p<.05).

@ with ‘average/good’ family ties more
likely entered treatment while @@ with
‘average/good’ family ties less likely (.269
(SE=.121, p<.05) vs. -.273 (SE=.089,
p<.01)).

@ not employed pre-incarceration more
likely entered treatment; @'s employment
history unrelated to treatment entry (.622
[SE=.312, p<.05] vs. -.132 [SE=.201,
nsl).

Wald-tests indicated different coefficients
for & and @: x?=13.05 for family ties and
X?=4.14 for not in labour force.
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Staton-Tindall et al. (2007)

US, cross-sectional survey

Examined gender differences in
psychosocial variables, treatment
engagement, and criminal thinking (CT)
between offenders enrolled in 20
prison-based substance misuse
treatment in 5 states using CJ-CEST's
(Criminal Justice Client Evaluation of
Self and Treatment) subscales.

N=2,774 (&=1,950 from 15
programmes, =824 from 5
programmes).

M age=34.

@ who used alcohol only more likely
entered treatment (1.157 [SE=.508,
p<.05] vs. -.058 [SE=.138, ns]). Wald-
tests showed coefficient for alcohol use
(x?=5.68) was a significant gender
difference.

Treatment entry and completion: @ with a
moderate-severity offence less likely
completed treatment (-.264 [SE=.121,
p<.05] vs. .108 [SE=.065, ns]). @''s
nonsignificant coefficient was in opposite
direction (x?=9.40).

@ older at first arrest more likely
completed treatment (.031 [SE=.013,
p<.05] vs. -.002 [SE=.006, ns]). & 's
nonsignificant coefficient differed
significantly from @ (x?=7.44) and was in
opposite direction.

@& with average/good family ties less
likely completed treatment (-.197
[SE=.073, p<.01] vs. .192 [SE=.104,
ns]). @’s coefficient differed from @
(x?>=9.39) and, although not significant,
was in opposite direction.

@ with drug treatment history less likely
completed treatment (-.094 [SE=.046,
p<.05] vs. .079 [SE=.087, ns]). @'s
coefficient different from @'s (x>=19.59).

@ with ASPD only more likely completed
treatment (-.506 [SE=.180, p<.01] vs.
.057 [SE=.084, ns]), which differed
between @/& (x?=5.12).

Psychosocial functioning: @-programmes
reported greater anxiety scores (29.17 vs.
26.51, p=.009).

CT: @ -programmes had higher scores on
all subscales-entitlement (20.01 vs.
17.44, p<.000), justification (21.63 vs.
20.16, p=.033), power-orientation (26.69
vs. 23.94, p=.004), cold-heartedness
(23.30 vs. 20.40, p=.002), criminal
rationalisation (32.60 vs. 28.88, p=.001),
and personal irresponsibility (21.99 vs.
18.55, p<.000).

Treatment engagement: @-programmes
reported higher scores including counsellor
rapport (41.84 vs. 35.50, p=.010) and
treatment participation (43.39 vs. 40.62,
p=.017).

Gender as a moderator of the relationship
between offenders’ treatment engagement
and psychosocial functioning ratings
(controlling for age, race, and length of
treatment time): @-programmes had
stronger negative relationships between
counsellor rapport and depression
(p=.016), anxiety (p=.014), and decision-
making (p=.006).

@-programmes had stronger relationships
between treatment participation and
depression (p=.029), anxiety (p=.010),
poor decision-making (p<.000), and
hostility (p=.044).
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Zlotnick et al. (2008a)
US, cross-sectional survey

Examined psychiatric comorbidity in
inmates newly-admitted to substance
abuse treatment programmes in 13
prisons.

N=272 (#=180, §=92).

M(SD) age=35.1-years (¢f=34.7
(9.6), ®=35.7 (9.2)).

@ -programmes had stronger relationships
between low risk-taking and increased
counsellor rapport (p=.021).

These findings suggest the relationship
between psychosocial functioning and
treatment engagement moderated by
gender.

Gender as a moderator of the relationship
between treatment engagement and CT
(controlling for age, race, and length of
time in treatment):

Only the association between cold-
heartedness and treatment engagement
(counsellor rapport and treatment
participation) was different by programme
gender. @f-programmes reported stronger
relationships between high cold-
heartedness and low treatment
engagement (p<.000).

This suggests that although higher CT
scores are related to lower treatment
engagement scores, this relationship did
not differ by programme gender, despite
the earlier finding @ -programmes report
higher CT levels.

Demographics: @ less likely used alcohol
daily past 6-months (16.9% vs. 22.6%,
p=.04), employed past 6-months (41.3%
vs. 65.6%, p<.001), spent time in custody
(M months (SD) 39.5 [40.6] vs. 70.6
[70.9], p<.001), and committed assault
ever (24.6% vs. 75.4%, p=.001). @
more likely homeless past 6-months
(10.9% vs. 2.8%, p=.013), reported IDU
(48.9% vs. 30%, p=.002), lifetime
psychiatric hospitalisation (29.3% vs.
13.4%, p=.001), and lifetime suicide
thoughts/feelings/attempts (28.3% vs.
12.8%; p=.002).

Psychiatric disorders: @ more likely had
any lifetime psychiatric disorder, after
adjusting for race, marital status,
employment status, and research centre
(64.1% vs. 35.0%, adjusted OR=3.5,
p<.0001).

@ more likely had an eating disorder
(5.4% vs. .6%, adjusted OR=18.0,
p=.0277), major depression (38.0% vs.
20.6%, adjusted OR=2.5, p=.0031),
borderline personality disorder
(BPD)(20.7% vs. 8.3%, adjusted OR=2.9,
p=.0122), or any affective (44.6% vs.
27.2%, adjusted OR=2.3, p=.0043), or
anxiety disorder (33.7% vs. 17.8%,
adjusted OR=2.4, p=.0055).

@ less likely reported ASPD (31.5% vs.
47.2%, adjusted OR=.5, p=.0277).
Regarding any severe disorder (major
depression/psychotic disorders/bipolar
disorder), @ more likely affected by >1
disorders (46.7% vs. 26.7%, adjusted
OR=2.7, p=.0009).

@’s adjusted Internalising Disorder Screen
M(SD) scores higher (3.22 [1.094] vs.
2.31 [1.617], p<.0001).

Group C
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Cobbina et al. (2012)
US, cross-sectional
retrospective study

Johnson et al. (2011)
US, randomised clinical trial

Examined gender differences in causes
of recidivism in parolees from one
Midwestern state’s prisons in 2000;
focussed on the role of social ties and
criminal history in influencing
reoffending risk.

N=570 (#=401, @=169).

M age=32.

Examined gender differences
concerning 2 interventions for parolees
with pre-incarceration substance use
disorders at moderate-high recidivism
risk.

N=431 (#=354, §=77).

M(SD) age: ¢#=34.2 (8.6), @=35.6
(8.5).

Intervention 1 (Collaborative
Behavioural Management; CBM):
n=221 (¢=182, £=39).

Intervention 2 (standard parole):
n=210 (=172, §=38).

Follow-up data from months 4-9
available for n=410.

@ more likely reported drug abuse (87%
vs. 68%, p<.05); @ reported higher
alcohol abuse incidence (73% vs. 49%,
p<.05).

Cox Proportional Hazard Models showed €
with drug use histories recidivated more
quickly (.13 vs. -.02, p<.05). Interaction
models suggested the effect of drug use
history was significant for @ only (1.55,
1.62; p<.05).

Demographics: @ less likely lived with
spouse/partner (32% vs. 46%, p<.05),
more likely have children (82% vs. 70%,
p<.05) and lived with them pre-
incarceration (40% vs. 26%, p<.05), less
likely employed pre-incarceration (33%
vs. 51%, p<.05), fewer lifetime arrests
(M(SD)=6.6 [5.2] vs. 13.7 [20.8],
p<.001), older at first arrest (M(SD)=22.2
[8.1] vs. 16.6 [4.8], p<.001), shorter
incarceration histories (M(SD)=40 months
[45.3] vs. 76.2 [66.3], p<.001), and older
at first incarceration (M(SD)=22.7 [8.0]
vs. 18.1 [6.2], p<.001). @ more likely
self-reported lifetime depression (35% vs.
23%, p<.05).

@ more likely used drugs with partner
(76% vs. 54%, p<.001) and parents
(41% vs. 22%, p<.001), and got drunk
with parents (61% vs. 47%, p<.05).

Pre-prison primary outcomes: Genders
differed on primary drug categories
(x?=10.55, df=4, p=.03); @ more likely
consumed stimulants
(cocaine/methamphetamine)(31% vs.
20%, p<.05). & more likely used
cannabis (30% vs. 14%, p<.05). & more
likely consumed alcohol in 6-months pre-
index incarceration (63% vs. 39%,
Xx?=14.66, df=1, p<.001).

Intervention outcome:

Primary drug use: Despite reporting
‘harder’ primary drugs, @ less likely used
primary drug at each month post-release
(after controlling for pre-prison primary
drug category/usage frequency).

Alcohol use: After controlling for
differences in baseline alcohol use
frequency, @ gender predicted reduced
likelihood of alcohol use at each month
post-release. The interaction between
gender/intervention was also significant;
CBM had larger reduction in alcohol use
for @ (29% [controls]/5% [CBM
participants] used vs. 47% [controls] vs.
39% [CBM]).

Group D

Gordon et al. (2014)
US, randomised clinical trial

Inmates heroin-dependent pre-
incarceration with 3-9-months
remaining in-prison and meeting
criteria for buprenorphine treatment
randomly assigned by block
randomisation within gender to 1 of 4
treatment conditions.

N=211 (#=148, @=63).

Demographics (p<.05): Independent of
treatment condition, @ more likely had
prior drug treatment (X?=10.7; 95.2% vs.
76.4%), methadone maintenance
treatment (X?=37.7; 61.9% vs. 18.9%),
and buprenorphine treatment (X?=12.5;
28.6% vs. 9.5%).

@ younger at first crime (7=2.3; M=13.1
vs. 15.2), first heroin use (7=2.3; 18.7 vs.
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Travers & Mann (2018)
UK, retrospective cohort
study

M(SD) age=39.08 (8.8).

Intervention 1: Buprenorphine in-
prison + community Opioid Treatment
Program (OTP)(n=52; &@=37, @=15).
Intervention 2: Buprenorphine in-
prison + Community Health Centre
(CHC) (n=52; & =35, @=17).
Intervention 3: Counselling in-prison +
initiation of OTP buprenorphine (n=54;
=38, 9=16).

Intervention 4: Counselling in-prison +
initiation of CHC buprenorphine (n=53;
@ =38, 9=15).

Offenders with a
community/suspended sentence order
or released from prison between April
2008-March 2009 with completed
OASys (Offender Assessment System),
and if 2-year follow-up reconviction

20.7), first arrest (T=4.3; 17.1 vs. 22.6),
and first incarceration (7=4.4; 19.6 vs.
24.3).

@ younger at baseline assessment
(T=-2.3, M=37.0 vs. 40.0).

@ more likely White (39.7% vs. 19.6%);
& more likely African American (76.4%
vs. 55.6%)(X?=9.7).

Completed prison treatment: €@ more
likely completed prison treatment (85.7%
vs. 52.7%, p<.001).

Criminogenic risk factors (p<.001):
Recent binge drinking more pertinent need
for & (45% vs. 41%, phi=-.03), along
with problematic drinking (41% vs. 37%,
phi=-.03).

Class A drug misuse more relevant risk

d f 29% vs. 24%, phi=.04).
data available (risk measured via need for § (29% vs or P )

Offender Group Reconviction Scale

(OGRS3). The authors report several findings

without indication of significance level.

N=110,133 (&=95,346, @=14,787).

M age: @=31, @=32.

Quality of Included Studies

The review’s studies were assessed, in general, as moderate quality (Table 2). Biases
and sample size issues were regular limitations, which increases the likelihood of type II
errors. Self-report biases (over-reporting, under-reporting, and recall) were
commonplace, which may be especially germane for offenders with longer histories and
incarcerations. Geographic-related generalisability issues due to specific settings were
another shortcoming. Furthermore, potential selection biases limited generalisability,
especially relevant with treatment samples, which included many prison-based drug
interventions (n=8) where the risk of potential selectivity of prisoner attributes limits

generalisability to the larger prison population (Staton-Tindall et al., 2007).

Most studies employed cross-sectional and cohort methodologies. Cross-sectional

designs, used to determine prevalence rates, may not be representative, and precludes
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distinguishing between cause and effect. Biases may result due to attrition risks

inherent in cohort studies (e.g. Lapham et al., 2000).

Several studies had decent-sized samples. Although 3 studies had more female
participants (Lapham et al., 2000; Lapham et al., 2001; Messina et al., 2003), studies’
female samples were usually smaller vis-a-vis their male counterparts (n=16). As Light
et al. (2013) highlight, the relatively small women’s samples are representative of the
relative size of the female prison reception population; this can limit the studies’ power.
Moreover, some female samples might be too small to detect gender differences of a
smaller magnitude. This may be especially pertinent to three studies, where women
were under-represented comparative to the review’s female ratio, as above (17.51%):
Brown et al. (2012) (n=19; 10.33%), Light et al. (2013) (n=132; 9.20%), and Travers

and Mann (2018) (n=14,787; 13.43%).

Ancillary deficiencies included not providing data (Messina et al., 2007), incomplete
reporting of statistics such as p-values (Pelissier, 2004; Travers & Mann, 2018) (for the
latter, the researcher requested the full report from the authors and the Ministry of
Justice but it was unforthcoming), exact percentages (Kinner et al., 2013), and degrees
of freedom (Langan & Pelissier, 2001; Pelissier, 2004). Other publications presented
contradictory values (Light et al., 2013; Zlotnick et al., 2008a), incorrect values (e.g.
p=.000; Butler et al., 2003) or referred the reader to a ‘parent’ study for
methodological information (Brown et al., 2012; Gordon et al., 2013; LaPlante et al.,
2008; Pelissier, 2004). Moreover, one study carelessly referenced the parent study as

the DSM-III (Pelissier, 2004).
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Table 2
Quality of included studies
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Group A
Brown et al. (2012) + N/A | N/A + + + - + + + + + +
Lapham et al. (2000) N/A | N/A + N/A | N/A | N/A + N/A | N/A | N/A + + +
Lapham et al. (2001) N/A | N/A + N/A | N/A | N/A + N/A | N/A | N/A + + +
LaPlante et al. (2008) N/A | N/A + N/A | N/A | N/A + N/A | N/A + + + +
Group B
Butler et al. (2003) N/A | N/A + N/A | N/A | N/A + N/A | N/A + + + +
Gordon et al. (2013) N/A| + |NA| @ & & + @ | VA + + + +
Kinner et al. (2013) N/A | N/A + N/A | N/A | N/A - N/A | N/A + + + +
Langan & Pelissier (2001) N/A | N/A + N/A | N/A | N/A + N/A | N/A + + + +
Light et al. (2013) N/A | N/A + N/A | N/A | N/A + N/A | N/A + + + +
Messina et al. (2003) N/A | N/A + N/A | N/A | N/A | N/A | N/A | N/A + + + +
Messina et al. (2007) N/A | N/A + N/A | N/A | N/A - N/A | N/A + + + +
Pelissier et al. (2003) N/AN/AT ¢ [NnafNAaNAl L INnval o | + | + 1 + | +
Pelissier (2004) N/A | N/A + N/A | N/A | N/A - ® ® + + + +
Staton-Tindall et al. (2007) N/A | N/A + N/A | N/A | N/A + N/A | N/A + + + +
Zlotnick et al. (2008a) N/A | N/A + N/A | N/A | N/A + N/A | N/A + + + +
Group C
Cobbina et al. (2012) N/A | N/A + N/A | N/A | N/A | N/A | N/A | N/A + + + +
Johnson et al. (2011) N/A + N/A + - ® - ® + + + + +
Group D
Gordon et al. (2014) N/A + N/A + ® - + ® N/A + + + +
Travers & Mann (2018) N/A | N/A + N/A | N/A | N/A - N/A | N/A + + + +
Key
+ Low risk of bias

- High risk of bias

Unclear risk of bias
N/A Item not applicable
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Narrative Summary

As above-mentioned, the heterogeneity of the studies necessitated a qualitative method
to data synthesis and evaluation of outcomes. The studies’ variables regarding gender

differences were categorised, and are summarised below.

Demographics:

Age
Three papers described gender-related age differences. All reported male offenders
were older than their female counterparts. These differences may be reflective of the
substance studied as two reports were related to opioid-dependent offenders (Gordon

et al., 2013, 2014). Only one was not substance-specific (Langan & Pelissier, 2001).

Education
Four studies reported education-associated gender differences. As all four originated
from the US, education is operationalised corresponding to high-school or mean years.
Three studies found women were more poorly educated (Gordon et al., 2013; Langan &
Pelissier, 2001; Pelissier et al., 2003). The single study describing men as lesser
educated involved DUI offenders electing therapy (LaPlante et al., 2008), hence this
variation may be an effect of offence severity given the other three samples involved

federal prisoners.

Marital Status and Relationships
Two studies discovered gender differences regarding offenders’ marital status. Lapham
et al. (2001) found women were more likely divorced, separated, or widowed; LaPlante

et al. (2008) reported women as less likely married.
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Five studies broadly reported relationships. One study found men more likely had
incarcerated family (Messina et al., 2007). Females were described less likely living
with a spouse/partner (Johnson et al., 2011). Two studies found female prisoners more
likely had a spouse with a drug problem (Langan & Pelissier, 2001; Pelissier et al.,
2003). One of these (Langan & Pelissier, 2001) further stated women more likely had a
close friend with a substance issue. Johnson et al. (2011) reported women more likely

used drugs with their partner, and parents, and got drunk with parents.

Children
Three studies mentioned gender differences concerning offenders’ children. One found
male prisoners more likely to have children (Messina et al., 2003) although another
found women were more likely (Johnson et al., 2011). Johnson et al. (2011) also noted
women pre-incarceration had a higher likelihood of living with their children, and
Langan and Pelissier (2001) found females more likely self-reported plans post-release
to live with their children. These were comparable studies with drug-using prisoners

and good-sized samples, and so the rationale for the discrepancy is not evident.

Housing
One study reported gender differences concerning housing with women found more

likely homeless in the previous six-months (Zlotnick et al., 2008a).

Employment and Income
Seven studies investigated employment and income-related gender differences; all
found women were more disadvantaged. Three studies focussed on income, reporting
women’s earnings as less than men’s (Lapham et al., 2001; LaPlante et al., 2008;

Messina et al., 2003).
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Five studies reported employment, all finding women more disadvantaged. Two of
these specified a time parameter. In Gordon et al.’s (2013) study, males were found to
have greater levels of legitimate employment in the past 30-days and past 3-years.
Zlotnick et al. (2008a) reported women less likely worked in the past six-months. The
other three studies reported no specific time boundary apart from pre-custody.

Messina et al. (2003) found men were more likely employed, reporting their
employment as their main financial support source. Pelissier et al. (2003) and Johnson

et al. (2011) reported women as less likely employed.

It is recognised these figures do not indicate occupation type, and relate to legal
employment and earnings. Illegal income can be gained several ways including
begging, drug-dealing, prostitution, and undeclared earnings while falsely claiming
benefits; female offenders are disproportionately likely to report prostitution (Holloway
& Bennett, 2007), for example, and so these findings may not provide an accurate

representation of earnings per se.

Ethnicity

Four studies noted ethnicity differences. LaPlante et al. (2008) and Gordon et al.
(2014) reported women more likely White, although Langan and Pelissier (2001) found
this with men. Gordon et al. (2013, 2014) noted African American participants were

more likely male.

Physical Health:

Two studies investigated gender dissimilarities about physical health aspects. Langan

and Pelissier (2001) reported females more likely rated their physical health negatively.
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Gordon et al. (2013) found women had more lifetime medical problems, and more

sexual partners in the 30-days pre-incarceration.

Mental Disorder:

Eight studies reported on mental disorder, described below by their central emphases.

Substance-Related
Three papers investigated substance-related disorders, each with DUI offenders.
Lapham et al. (2001) found more males had AUDs. LaPlante et al. (2008) reported
more women had a lifetime alcohol dependence history wherein more men had lifetime
histories of alcohol and drug abuse. Regarding past-year diagnoses, LaPlante et al.
(2008) similarly noted women'’s preponderance for alcohol dependence, with men
experiencing greater levels of past-year alcohol abuse. These lifetime differences held
after analyses controlled for demographic variables (p<.05), and for all past-year
disorders apart from alcohol abuse. Males in Cobbina et al.’s (2012) paper had higher

incident rates of alcohol abuse.

Mood Disorders
Of the studies reporting gender differences related to mood disorders (n=7), all found
women with higher levels. Five studies explored depressive disorders. Langan and
Pelissier (2001), Johnson et al. (2011), Pelissier et al. (2003), and Zlotnick et al.
(2008a) found women more likely had lifetime depression whilst Messina et al. (2007)
found women had higher TSC-40-related (Trauma Symptom Checklist-40) depression

scores.

Four studies investigated anxiety. Staton-Tindall et al. (2007) reported higher anxiety

scores for women. Zlotnick et al. (2008a) noted more women had ‘any anxiety
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disorder’, and ‘any affective disorder’. LaPlante et al. (2008) observed women more
likely had lifetime and past-year GAD, and bipolar I or II, which were maintained
following controlled analyses (p<.05). Messina et al. (2007) reported women had

greater TSC-40-related anxiety scores.

Personality Disorder

Zlotnick et al. (2008a) reported men had higher ASPD rates but more women had BPD.

Other
Zlotnick et al. (2008a) found women reported a greater amount of lifetime suicide
thoughts/feelings/attempts, more likely had an eating disorder, and had higher
Internalising Disorder Screen scores. Messina et al. (2007) noted women had higher
TSC-40-related dissociation, sleep disturbance, sexual problems, and sexual abuse

trauma index scores.

Addiction-Related Disorders

LaPlante et al. (2008) considered the degree of comorbidity with addiction-related
disorders; male DUI offenders more likely had a lifetime addiction only history (i.e.
alcohol, tobacco, drug, gambling addiction) but no other psychiatric problems, whereas
more women reported a history of addiction-related disorders with three or more
disorders. Regarding the extent of past-year psychiatric comorbidity, the investigators
described men more likely had no past-year disorder or an alcohol-related disorder
only. Women were found more liable to substance-related or gambling with one
disorder, two disorders, or three or more disorders. Following regression analyses
controlling for demographic variables, women continued to show more extensive

lifetime and pas